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Problems in Tuberculosis.—The authors 
discuss several of the present day controversial 
problems in connection with the significance of 
the tuberculin reaction and the character of 
the tuberculous lesion developing in recently 
exposed young adults. Question 1.—Is a nega- 
tiveor a positive tuberculin reaction more de- 
sirable? Answer.—A negative tuberculin re- 
action is more lesirable in a nontuberculized 
environment while a positive one is more de- 
sirable in a tuberculized environment. The 
greater the number of negative reactors in the 
community, the greater the clinical significance 
of the fewer positive reactions, because a 
greater proportion of the latter will represent 
infections severe enough to lead to progressive 
disease. Contact is always dangerous to 
tuberculin-negative adults. The danger is 
particularly serious if contact occurs in a 
highly tuberculized environment (tuberculosis 
institution, homes of patients with open tuber- 
culosis). Tuberculin-negative individuals are 
safe only in a highly detuberculized commu- 
nity, where they may long remain uninfected 
or where infections are of a very much less se- 
vere type. Recent observations have demon- 
strated that a larger proportion of tuberculin- 
negative adults severely exposed will develop 
progressive lesions than is the case with already 
tuberculin-positive individuals. The younger 
the individual and the more detuberculized the 
environment, the greater the clinical signifi- 
cance of a positive tuberculin reaction and the 
phthisical potentiality of X-ray lesions. 
Young people attending tuberculous patients 
must be very closely watched. Even the 
tuberculin-positive persons, if young, may 
have become positive only very recently and 


therefore are still not out of danger. Ques- 
tion 2.—Are the lesions developing in recently 
exposed young adults of primary or reinfection 
type? Answer.—Both types of lesions develop- 
ing in young adults may have some features of 
a primary type yet follow the course of reinfec- 
tion type tuberculosis; hence they cannot be 
told apart. The response to tuberculous in- 
fection is determined by the character of the 
individual resistance and not by the presence 
or absence of previous infection. It seems 
logical to assume that recent rapid shifts in the 
epidemiological conditions have had a more 
profound effect on the incidence and conditions 
of exposure than on individual resistance. The 
authors concede that in the present epidemio- 
logical phase people evince more natural 
resistance but hold that primary infections 
have become more obsolescent because the 
conditions of exposure have materially 
changed. It is important that all newly dis- 
covered X-ray lesions in young adults are 
treated as potential phthisis, that is, by a pe- 
riod of observation under rest. Question 3.— 
From what point should one date the clinical 
incipiency of pulmonary tuberculosis? An- 
swer.—In very acute tuberculous processes the 
point of clinical incipiency may readily be 
fixed to coincide almost with the time of first 
infection. In very chronic tuberculous proc- 
esses the clinical incipiency cannot be fixed 
even with the appearance of the first demon- 
strable lesion. On the individual himself and 
the local epidemiological conditions must de- 
pend in each case determination of the point 
from which a newly arisen positive tuberculin 
reaction should be considered merely a sign of 
infection or an indication of clinical tuberculo- 
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sis in need of treatment.— Present Key Prob- 
lems in Tuberculosis, E. Mayer & I. Rappaport, 
J. A.M. A., April 4, 1942, 118: 1179.—(G. 
L. L.) 


Mass Miniature Radiography.—The author 
makes a plea for more wide-spread use of min- 
iature X-ray films as a means of bringing 
under investigation symptomless persons who 
may subsequently be found to have chest ab- 
normalities. Excellent results were obtained 
in a recent survey as reported by the Royal 
Navy during which 18,000 men were examined. 
At present all army registrants cannot be 
examined in this manner because of limitation 
of equipment, time required and initial capital 
outlay. To be effective such a machine must 
be capable of examining cases at the rate of 200 
an hour, perhapseven 1,500 daily. Itis hoped 
that when peace comes all military personnel 
will be examined by miniature radiography 
upon discharge from military duty. An ex- 
cellent field for miniature radiography is pres- 
ent in large industrial firms. Such a firm 
examined 100,000 employees and their rela- 
tives over a period of seven years with a 
resultant decrease in number of days of sick 
leave as a direct result of tuberculosis by no 
less than 71 per cent and a saving of money as 
expressed in sick pay, medical treatment and 
pensions. Another fertile field would be the 
Government Civil Service, including post- 
office workers, policemen and school-teachers. 
There is no question of this method acting as 
a substitute for normal chest radiography. 
When any suspicious lesion or abnormality is 
noted routine-sized films should be taken. It 
is estimated that about 5 per cent in any large 
survey would require retakes using the larger 
film. In comparing a series of miniature films 
with normal size film of the same chest it is 
noted that the miniature films are less easy to 
interpret and that the sharpness of detail was 
not at all comparable. However, it was noted 
that it sufficed in a large majority of cases to 
give the necessary indication of the desirability 
of carrying out further examination.—Some 
Problems of Mass Miniature Radiography, 
J. V. Sparks, Brit. M. J., June 21, 1941, 1: 
917.—(D. H. C.) 


Mass Miniature Radiography.—A survey 
was made of over 100,000 routine chest exami- 
nations of recruits in the Australian Army in 
1940. The cost per recruit for such an exami- 
nation consistently averaged between 5 and 6 
pence. This figure covers cost of all films, 
miniature and 14 by 17 inch, cost of processing, 
wages of staff and salaries of specialists. All 
these recruits had passed the clinical medical 
examination. Of this number 1.04 per cent 
showed radiological evidence of active or latent 
tuberculosis of the reinfection type. In 0.56 
per cent the condition was regarded as being 
active. In addition approximately 1 in 400 
showed nontuberculous pulmonary conditions 
on the radiograph and 1 in 1,000 had cardiac or 
vascular abnormalities. Besides the loss of 
his services and of the work-hours spent in 
giving him his military training and the danger 
of spreading infection, the financial burden on 
the tax-payer incurred by each such recruit is 
tremendous. In the last war it was deter- 
mined that each ex-soldier with pulmonary 
tuberculosis cost the Australian government 
3,000 pounds. It is recognized that this 
method will not pick up 100 per cent of early 
lesions; but an occasional failure should not 
detract from the value of a method which has 
so efficiently sifted out such a large number of 
cases. Other methods such as fluoroscopy, 
full-size film and 5 by 4 inch film have their 
own peculiar limitations. The method has 
been found practical in large scale and country- 
wide examinations. Where any lesion is 
picked up by miniature film, a 14 by 17 inch 
film is then taken. In this survey 2.74 per 
cent required the large film. An improved 
Contax camera fitted with a f/1.5 lens and 
auxiliary lens is used.— Pulmonary Tuberculo- 
sis in Recruits—Further Experience in a Sur- 
vey by the Method of Miniature Radiography, 
D. Galbraith, Brit. M. J., May 10, 1941, 
1: 699.—(D. H. C.) 


Sputum Examination in Recruits.—With 
the miniature radiographic survey of recruits 
of the Australian Army a parallel bacteriologi- 
cal survey was made on those cases where 
positive X-ray findings were reported. It was 
carried out with the intent of providing data 
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upon which to assess the accuracy of micro- 
radiographic diagnosis, of being of immediate 
practical assistance to medical boards and of 
elucidating facts regarding the existence and 
number of “carriers” of the tubercle bacillus 
among a large and presumably healthy section 
of the population. The method used follows. 
The men arrive at 9 a.m., having had no food 
or drink since the previous evening. Those 
who can, expectorate a specimen. If they 
cannot expectorate, or if the material expec- 
torated cannot be approved as genuine bron- 
chial mucus, the stomach contents are aspir- 
ated by means of a Rehfuss tube. Thus the 
expectoration is certified, and there is no risk 
of substitution. Routine cultures were made 


| inall cases where the direct smear was negative 


for acid-fast bacilli. The standards adopted 
were: (1) if acid-fast bacilli are demonstrable 
on direct smear a “positive’’ bacteriological 
finding is returned; (2) if an acid-fast bacillus 
of the requisite cultural characters is cultivated 
from a man designated as radiologically 
“active” it is accepted as B. tuberculosis; (3) 
if the acid-fast bacillus is recovered from the 
sputum of a man designated radiologically as 
the subject of old, healed, inactive or doubtful 
pulmonary tuberculosis, such acid-fast bacillus 
is required to produce progressive tuberculosis 
in a guinea pig before final acceptance. In 
the meantime a report of a “strong presump- 
tion” is issued; and (4) all positive gastric cul- 
tures are routinely put through a guinea pig 
test to rule out occasional saprophytic acid-fast 
bacilli. Again an interim report of “strong 
presumption” is issued. Of 271 men thus 
examined, 100 (36.9 per cent) were shown to 
be discharging tubercle bacilli. Direct smear 
was positive in 32 cases; culture of negative 
smears was positive in 46 and culture from 
gastric content in 22. The average reporting 
time for sputum cultures was 18.6 days, and 
the average for gastric contents cultures 21.6 
days. The method of cultivation used was the 
sulphuric acid technique of Loewenstein and 
the medium used that of Petragnani, as modi- 
fed by Jamieson. At least three culture 
tubes were inoculated in each case. All 22 
positive gastric cultures were positive by 
guinea pig test. In a group of 152 men in 


whom the radiograph was regarded as indica- 
tive of active pulmonary tuberculosis the 
number of positive bacteriological findings was 
83 (54.6 per cent.) Among 90 men designated 
as subjects of old, healed tuberculosis, there 
were 10 (11.1 per cent) positive bacteriological 
results; these included 6 positive sputum cul- 
tures, 3 gastric cultures positive and one posi- 
tiveon direct smear. Themen passed through 
the laboratory but once. Were repeated ex- 
aminations feasible much more than the pre- 
ceding 54.6 per cent would have obtained.— 
Bacteriological Examinations Supplementing 
the Radiological Survey of the Australian Im- 
perial Force, R. Webster, Brit. M. J., May 10, 
1941, 1: 701.—(D. H. C.) 


Tuberculosis in Servicemen.—An analysis 
of 300 consecutive, hospitalized cases of pul- 
monary tuberculosis was made in an effort to 
evaluate the methods employed by the recruit- 
ing medical boards in screening out such cases. 
Forty-two (14 per cent) had pleural effusion 
without demonstrable parenchymal lesion, 
though in 12 of these, tubercle bacilli were 
ultimately found in the fluid. The remaining 
258 (86 per cent) exhibited definite parenchy- 
matous lesions, 64 being classified as minimal, 
170 as moderately advanced and 24 as far 
advanced lesion. A significant history was 
given by 48 (16 per cent) of the men but 
roentgenogram of the chest was not done by 
the recruiting medical board in any of these 
cases. The mode of onset was insidious in 
more than 70 per cent of the cases and the 
majority of cases were sent by the battalion 
medical officer for further investigation with- 
out undue delay. In 8 per cent of the cases 
the diagnosis was made within three months of 
enlistment and nearly three-quarters of the 
men had less than a year’s service. By evalu- 
ating such relevant factors as the duration of 
symptoms, roentgenographic appearance of the 
lesion and the clinical course of the disease, it 
was thought that in 201 cases (67 per cent) of 
this series the lesion could have been detected 
by radiology at the time of enlistment. The 
conclusion is warranted, therefore, that the 
methods of examination at present used by the 
boards are inadequate as a means of detecting 
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the symptomless case of pulmonary tuberculo- 
sis. It is suggested that the Horder Committee 
reconsider the problem of the use of radiologi- 
cal investigation in attempting to screen out 
the wasteful and uneconomic admission of such 
men into the Services.— Pulmonary Tubercu- 
losis in Servicemen: Analysis of 300 Cases, 
J. H. Crawford, Lancet, July 25, 1942, 2: 
89.—(J. B.) 


Tuberculosis in Industry.—Tuberculosis 
has increased in the nations which are at war. 
Contributing factors are: food shortage, over- 
crowding, inadequate medical and public 
health facilities, demands for increased work. 
Industry can help in the control of tuberculosis 
by avoiding the following dangers: longer 
working hours; inexperienced help comprising 
people of an age particularly susceptible to 
tuberculosis, and many with latent or quies- 
cent tuberculosis; lessened health safeguards, 
no provision for locating early cases, increased 
contacts. Necessary health safeguards for 
industry are: preémployment examination, 
periodic health examination, compliance with 
well established standards for ventilation, 
illumination, sanitation, dispensary and first 
aid rooms, employees’ health education, re- 
sponsibility of foremen, personal and domestic 
hygiene, plant cafeterias, rest periods, rotation 
on night shifts, prevention of silico-tuberculo- 
sis.— Tuberculosis Problems in Industry, W. P. 
Shepard, California & West. Med., Tubercu- 
losis Supplement, July, 1942, 57: 48.—(G. 
C. L.) 


Case-Finding in Industry.—The Alameda 
County Association did fluoroscopic chest 
examinations of 5,611 adult persons employed 
in industry. In 120 persons further studies 
were done. In 76 persons (1.4 per cent) 
tuberculosis or other diseases were found; 
active pulmonary tuberculosis was present in 
27 persons. The total cost of the examina- 
tions was $2,368.18, or 42 cents per person. 
The cost of discovering each of the 76 persons 
needing medical attention was $31.16; the cost 
of finding each case of active tuberculosis was 
$87.71.—Administration of Case Finding in 


Industry, E. P. Von Allman, California & 
West. Med., Tuberculosis Supplement, July, 
1942, §7: 51.—(G. C. L.) 


Tuberculosis in Pregnancy.— Routine chest 
fluoroscopy of the patients attending the pre- 
natal clinic of the Chicago Lying-In Hospital 
has been done since 1934. Between the years 
1937 and 1941, 6,928 women were examined. 
Unsuspected pulmonary tuberculosis of clinical 
importance was discovered in 67 cases (0.96 
per cent), of which 46 were active and 21 were 
inactive. The incidence was nearly identical 
with that of the period 1934-1937, when it had 
been 1.06 per cent. The incidence of unsus- 
pected syphilis declined from 0.87 per cent 
during 1934 to 1937 to 0.30 per cent during 
1937 to 1941. In 82,472 obstetric patients of 
other hospitals where routine fluoroscopy was 
not used, only 55 cases (0.067 per cent) with 
tuberculosis were found. Roentgenological 
chest examinations in pregnant women are 
believed to be as important as routine Wasser- 
mann tests. Tuberculosis is still the first 
cause of death for women of the child bearing 
age. The tuberculosis toll of this group ac- 
counts for 20 per cent of all deaths, twice as 
high a mortality as from all puerperal causes. 
—The Problem of Unsuspected Tuberculosis 
in Pregnancy. Incidence by Roentgenologic 
Techniques Compared with Incidence of Un- 
suspected Syphilis, C. W. Eisele, W.B. Tucker, 
R. W. Vines & J. L. Batty, Am. J. Obst. & 
Gynec., August, 1942, 44: 183.—(G. C. L.) 


Employment for Arrested Patients.—Inas- 
much as reémployment of tuberculous patients 
is an essential step in the rehabilitation and 
final cure of such patients, it is of the utmost 
importance that occupational opportunities 
be justly evaluated and encouraged. Not 
only have ex-patients presented a problem but 
persons with apparently healed lesions who, 
until a preémployment examination, had been 
unaware of their disease, have come to fear job 
discrimination. Tuberculosis sanatoria and 
general hospitals have rightly taken the initia- 
tive and given many ex-patients gainful 
occupation. Here ex-patients enjoy the two- 


I 
( 
I 
I 
( 
0 
m 
0 
D 
si¢ 
se 
al 
in 
th 
pe 
fo 


uly, 


hest 
pre- 
pital 
rears 
ned. 
nical 
(0.96 
were 
tical 
isus- 
cent 
iring 
ts of 
was 
with 
gical 
are 
sser- 
first 
aring 
D ac- 
ce as 
uses. 
ulosis 
ologic 

Un- 
icker, 
rst. & 
1.) 


Inas- 
tients 
1 and 
tmost 
nities 

Not 
m but 
who, 
| been 
ar job 
and 
initia- 
ainful 
> two- 


ABSTRACTS 5 


fold advantage of employment and medical 
supervision. A few physicians, however, 
have raised objections to this procedure by 
alleging that relapses in patients during the 
course of their work are due to an occupational 
exposure to tuberculosis. But nowhere in the 
literature is there any record that contact with 
tuberculous patients can reactivate a lesion in 
anemployee. By virtue of a decision based on 
medical testimony, tuberculosis in hospital 
employees, which is caused or activated by ex- 
posure in the employment, was included 
among compensable diseases in New York 
State in 1935. Since that time assertions of 
activation by exposure have been made. Six 
patients illustrate this point for which the 
employing hospitals paid many thousands of 
dollars compensation. The logical conclusion 
to these legal decisions is obviously that hos- 
pitals will cease to employ those with arrested 
lesions. Much credit for advancements in 
occupational diseases belongs to compensation 
laws and to those who have extended and ad- 
ministered them. Such beneficent laws must 
not be misused to hamper rehabilitation and 
to condemn ex-patients to invalidism. To 
convince the few physicians who hold to the 
hypothesis of reactivation by contact, more 
reports about employed ex-patients are ur- 
gently needed. The data should include 
details of their original illness, of the period of 
work, type of work, number and type of re- 
lapses. Comparative data are needed on 
ex-patients who worked in hospitals, in other 
occupations and on those who did nothing.— 
Arrested Tuberculosis and Hospital Employ- 
ment, L. Brahdy, J. Indust. Hyg. & Tozicol., 
March, 1942, 24: 53.—(T. R. J.) 


Tuberculosis Costs.—An evaluation is made 
of tuberculosis costs and control in a Sanitary 
District in the state of Wisconsin. No con- 
sideration is given to such items as: Christmas 
seal sale, private medical care, social security 
aids, money values of lost earnings due to 
invalidism and money value of lives lost. Of 
the total $545,459 spent over a four-year 
period from 1936 to 1939, $23,916 were spent 
for preventive work. This money went into 


mass tuberculin testing and X-ray examina- 
tion of the school population as part of a pro- 
gram in a case-finding study to determine the 
source of infection. From this survey 232 
active or suspiciously active cases were 
discovered. Sanatorium costs over this pe- 
riod amounted to $401,242. Miscellaneous 
expenditures amounted to $68,370. Items 
included in the previous were: (1) cost of mak- 
ing a diagnosis, whether it was by a private 
physician, the sanatorium or the general 
hospital; (2) cost of direct relief or the increase 
in relief to tuberculous families; (3) aid to 
dependent or neglected children; (4) rehabili- 
tation costs; (5) transportation charges and (6) 
burial costs. It is thus very evident that a 
very small sum has been spent for preventive 
work, whereas an overwhelming amount has 
been spent for the aftercare of tuberculosis— 
more than twenty times as much. It is be- 
lieved that custodial type of care for maximum 
benefit cases could be given for probably $10 
a week, making more beds available for open 
cases and also decreasing the over-all cost of 
sanatorium care. Finally, a plea is made for 
early case-finding, especially by the family 
physician.— Tuberculosis Costs and Control, 
L. M. Morse, Wisconsin M.J., March, 1941.— 
(D. H. C.) 


Tuberculosis Carriers.—The author believes 
that there are two great sources of carriers of 
tuberculosis other than known “open cases’’. 
The first group comprises individuals who may 
have had their infection in an abortive or aber- 
rant form, the true nature of which was not 
recognized at the time, or, more difficult still, 
they may never have had the disease in their 
lives so far as the most careful clinical investi- 
gation can discover. The other group com- 
prises patients whose disease has been classed 
as and is in fact arrested ; they may and usually 
do eject tubercle bacilli in their sputum from 
time to time, without there being any demon- 
strable evidence of clinical or radiographic 
activity. Four cases are reported in which the 
disease showed not the least sign of activity 
and yet the patients were certainly infectious 
from time to time. The cases described were 
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those in which there had been some story of 
contact with the disease to account for tubercle 
bacilli being looked for. In none of them, at 
the time of examination, could it be said that 
the patient was suffering from active tubercu- 
losis, yet three were infectious and the fourth 
had clearly infected others in the past.—Car- 
riers of Tuberculosis, J. Maxwell, Brit. M. J., 
May 3, 1941, 1: 665.—(D. H. C.) 


Positive Sputum with Normal X-ray Film.— 
The authors discuss the problem which arises 
when tubercle bacilli are found in the sputum 
and yet the X-ray films fail to show any defi- 
nite parenchymal infiltration. They have 
studied the records of 100 patients admitted 
to the Trudeau Sanatorium over a period of 
thirty years, who fulfilled these requirements, 
although in 6 of the cases the roentgenogram 
showed a slightly more than questionable 
lesion. In 55 cases the patient was admitted 
following the discovery of the positive sputum 
in an outside laboratory. A single positive 
sputum finding was reported in 75 of the cases, 
while in 13 cases a positive report was obtained 
two to three times and in 12 cases the sputum 
showed organisms over three times. It is 
interesting that of the last 12 patients the 
follow-up records show that 8 have reported 
themselves continually well for five, seven, 
seven, seven, nine, ten and thirty years, 2 had 
relapses but were well at the end of fourteen 
years, while one died of tuberculosis in the 
sixth year and one has not been heard of since 
discharge. Nine patients gave a history of 
haemoptysis while many others had had 
streaked sputum. Eight gave a history of 
pleurisy with effusion. Eleven had r&les in 
the upper third of the chest. Two patients 
had apical rales on physical examination, in 
addition to having had haemoptysis, while 3 
had similar rfles and an associated pleurisy 
with effusion. In 67 cases there was no his- 
tory of haemoptysis or pleurisy and no r4les 
were heard. In 33 cases there was, in addi- 
tion to the reported positive sputum, at least 
one of the other cardinal symptoms, yet the 
roentgen study failed to confirm this rather 
definite diagnosis. Forty of the cases were 


followed from one to ten years and 39 from 
eleven to twenty years, while 21 were checked 
for over twenty years. It is noted that 77 of 
the 100 patients were well after having left the 
sanatorium from one to thirty years ago; 12 
had relapses but again regained their health; 
2 were reported as simply alive, while only one 
came under the heading of relapsed and chronic 
at the time of the last report. Seven had died, 
while only one failed to send in a report. Al- 
though it is possible that in a small number of 
these cases the acid-fast organisms found were 
nonpathogenic or due to a laboratory error, 
the very favorable prognostic significance of 
negative or doubtful roentgen ray findings in 
cases of suspected pulmonary tuberculosis, 
even though the sputum is reported as positive, 
seems to be clearly demonstrated.— Acid Fast 
Organisms in Sputum with Normal or Question- 
able Roentgenographic Findings, F. B. Trudeau 
& R. L. Yeager, J. A. M. A., June 27, 1942, 
119: 706.—(G. L. L.) 


Early Infiltration.—The behavior of the 
earliest lesions of clinical pulmonary tubercu- 
losis can be understood only by a systematic 
study of apparently healthy people among 
whom the disease may be expected to appear. 
The period of life between the start of adoles- 
cence and the age of thirty or thirty-five is the 
time during which most of these lesions first 
develop. Most early infiltrations are of a 
predominantly exudative, lobular pneumonic 
character. This type of tissue reaction is 
most conspicuous in adolescents, especially in 
young girls and in Negroes. The assumption 
should be made, until well proved otherwise, 
that this type of reaction prevails, remember- 
ing that the roentgenographic appearance may 
be misleading. The striking tendency of the 
early infiltration is to progress to the point of 
caseation and excavation. Close study dem- 
onstrates that such changes may be rapid; for 
example, a small lesion may enlarge, caseate 
and slough out within a week or two and give 
rise to extensive secondary bronchogenic 
lesions. Usually, systemic effects such as 
fever and an accelerated erythrocyte sedimen- 
tation rate, are not apparent at the time of the 
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early infiltration and there is often a consider- 
able lag in these effects while the lesion is 
advancing. It may be inferred that the early 
infiltration may develop within a few days or 
weeks in the lung of a previously healthy 
person. There is reason to believe that in 
many or most instances there have been pre- 
existing occult foci which served as points of 
origin. Treatment is most successful if it is 
based on these conceptions; usually, advanced 
tuberculosis can be avoided.—Features of the 
Eariy Pulmonary Infiltration, J. B. Amberson, 
Jr., California & West. Med., Tuberculosis 
Supplement, July, 1942, $7: 25.—(G. C. L.) 


Pathogenesis of Adult Type Tuberculosis.— 
The early lesion of the adult-type pulmonary 
tuberculosis is usually located in the apical 
zones, more often in the right lung than in the 
left. This type is found in previously infected 
individuals and is favored by close contact 
with open cases of pulmonary tuberculosis sug- 
gesting exogenous superinfection. Repeated 
doses of inhaled or ingested tubercle bacilli are 
destroyed in the host with the liberation of 
tuberculin-protein to which all previously 
infected persons are sensitive. If such doses 
of tuberculin-protein are large and frequent a 
disturbance in the immunity tolerance between 
the host and the tubercle bacilli is inevitable 
with the result that dormant or clinically in- 
active bacilli in the lymphatic system or 
elsewhere may become activated. Bacilli 
resident in the bronchial lymph nodes might, 
as a result, seep into the lymphatic duct and 
thence into the blood stream and lodge ulti- 
mately in the upper thirds of the lung fields 
where the circulation is most sluggish because 
those portions of the lungs are least affected 
by the mechanical acceleration of the respira- 
tory movements. The fact that most people 
sleep on the right side, thus further restricting 
the movement of the right hemithorax, might 
possibly explain the reason why the right side 
is the commonest site for new hematogenous 
foci. The entire concept may be stated: exog- 
enous superinfection causes endogenous 
exacerbation.—The Pathogenesis of Pulmo- 
nary Tuberculosis of the Adult Type, R. C. 


Wingfield, Brit. M. J., May 23, 1942, 1: 637.— 
(J. B.) 


Tuberculosis in Aged.—Morbid conditions 
in the chest caused by pneumonoconiosis, 
pneumonoconio-tuberculosis and simple tuber- 
culosis of the bronchial and mediastinal lymph 
nodes are frequent in the aged. These condi- 
tions, as a rule, have no causal connection with 
a dusty trade. Direct extension to neighbor- 
ing structures (bronchi, blood vessels, oesopha- 
gus and nerves) may cause activation of latent 
tuberculosis and initiate progressive disease in 
the aged. Bronchostenosis may cause atelec- 
tasis and fibrosis of the lung. Perforation of a 
softened lymph node into the bronchial tree 
may cause aspiration pneumonia with or with- 
out abscess formation. The author found 51 
instances of such eruptions among 135 necrop- 
sies. Involvement of the oesophagus may 
cause stenosis of its lumen or traction or adhe- 
sion diverticula. Damage to a blood vessel 
may lead to haematogenous spread of tuber- 
culosis. The incidence of these conditions 
increases with age and is higher in women than 
in men. The pathology of nonindustrial 
pneumonoconiosis and pneumonoconio-tuber- 
culosis may throw some light on the mode of 
activation of old encapsulated tuberculous foci 
in the mediastinal lymph nodes and probably 
also in the lungs in a number of cases.— Non- 
Industrial Pneumoconiosis and Pneumoconio- 
tuberculosis and Tuberculosis of the Mediastinal 
and Bronchial Lymph Glands in Old People, 
A. Arnstein, Tubercle, December, 1941, 22: 
281.—(E. H. R.) 


Haematogenous Tuberculosis.—The chest 
films of 100 unselected patients with extrapul- 
monary tuberculosis were analyzed. In 74 
cases there was evidence of postprimary 
pulmonary involvement, with predominance 
of fibrocalcific, inactive lesions. In 44 cases 
the distribution was indicative of haematoge- 
nous origin. Thin walled cavities were seen 
in 15 patients. No bronchogenic dissemina- 
tion was seen. Of 100 control patients with 
pulmonary symptoms and without clinical 
evidence of extrapulmonary tuberculosis, 83 
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had exudative lesions, 70 of them predomi- 
nantly so. Only a small percentage of these 
patients had a pulmonary picture similar to 
that found in the group with extrapulmonary 
tuberculosis.— Haematogenous Pulmonary 
Manifestations. in Extrapulmonary Tubercu- 
losis, L. Tepper, California & West. Med., 
Tuberculosis Supplement, July, 1942, 57: 
27.—(G. C. L.) 


Haemoptysis and Weather.—The influence 
of meteorological factors on 752 pulmonary 
haemorrhages in tuberculous patients seen 
between the years 1926 and 1940 in Upsala, 
Sweden, was investigated. Most haemor- 
rhages occurred in the months of March and 
April, the smallest number was found in July 
and September. Studies were done to deter- 
mine whether the haemorrhages were more 
frequent: (1) on days with extremely high or 
extremely low barometric pressure or on days 
with a large difference between the highest and 
the lowest barometric pressure; (2) on days 
with extremely high or extremely low tempera- 
ture or on days with great difference between 
the highest and the lowest temperature; (3) on 
days with higher or lower absolute or relative 
humidity than the average humidity of the 
respective month; (4) on days with more or less 
clouds than the average of the respective 
month; (5) on days with or without precipita- 
tion; (6) on days with a thunderstorm. No 
relation between these meteorological observa- 
tions and the incidence of pulmonary haemor- 
rhages could be seen.—Der Einfluss meteorolo- 
gischer Faktoren auf tuberkulése Lungenblu- 
tungen, K. A. Vannfdlt, Upsala lékaref. 
forh., January 31, 1942, 47: 209.—(G. C. L.) 


Asthma and Tuberculosis.—Of 1,190 pa- 
tients with symptoms of bronchial asthma 27, 
or 2.3 per cent, also had pulmonary tuberculo- 
sis. In 11 of the 27 patients the symptoms of 
asthma resulted from allergic reactions to 
specific allergens; in 10, the asthmatic symp- 
toms were related to focal infections, usually 
of the paranasal sinuses; and in the remaining 
6, the symptoms were pseudo-asthmatic and 
were produced by organic lesions of the lungs 
and heart. Twenty-one, or 1.8 per cent, of 


the 1,190 patients had true asthma and 
tuberculosis. . Since the incidence of pulmo- 
nary tuberculosis among asthmatics is higher 
than among normal people its appearance 
should be constantly watched for. Any spe- 
cific correlation between bronchial asthma and 
pulmonary tuberculosis seems unlikely. The 
development of pulmonary tuberculosis in an 
asthmatic patient makes the prognosis grave. 
—Bronchial Asthma and Pulmonary Tuber- 
culosis, A. M. Fuchs, Bull. New York M. 
Coll., Flower & Fifth Ave. Hosps., April, 1942, 
5: 20.—(G. C. L.) 


Vitamin A in Tuberculosis.—The utilization 
of fat soluble vitamins and the fats themselves 
is obviously important in tuberculosis. Ac- 
cordingly 29 patients with active pulmonary 
tuberculosis and intestinal symptoms were 
selected for preliminary study. Most of the 
patients had moderately to far advanced pul- 
monary tuberculosis and at least some intesti- 
nal symptoms. These patients were divided 
into two groups: 16 patients with mild or slight 
intestinal symptoms and 13 patients with 
moderate to severe intestinal symptoms. No 
patient had an elevation of temperature at the 
time of the test. As controls, 27 vitamin-A 
absorption tests were done on 25 supposedly 
normal adults. The absorption of vitamin A 
by the 29 patients was poorer than that by 
normal persons. Furthermore, the greater 
the degree of weight loss and the more severe 
the intestinal symptoms, the poorer, on the 
average, was their ability to absorb vitamin 
A. The explanation of this was not found at 
autopsy. These facts give some experimental 
basis for the clinical teaching that the vitamin 
content of the diet of the patient with tuber- 
culosis should be above the average require- 
ment.—The Absorption of Vitamin A in 
Tuberculosis, B. B. Breese, E. Watkins & A. 
B. McCoord, J. A. M. A., May 2, 1942, 119: 
8.—(G. L. L.) 


New Treatment of Tuberculosis.—Moder- 
ately advanced and advanced cases of tuber- 
culosis, in whom collapse therapy was not 
feasible, were treated with the help of an 
apparatus designed to carry on respiration 
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with sub-atmospheric pressure. The original 
apparatus was the motor of an ordinary 
vacuum cleaner, in which the pressure was so 
regulated that values of minus 12 to minus 9 
on inspiration, and minus 8 to minus 5 on 
expiration were obtained. With the patient’s 
nose clamped, the apparatus was connected to 
the patient through an ordinary mouthpiece. 
In 10 fairly advanced cases striking improve- 
ment, including closure of cavities is reported. 
—Uber eine neuartige Behandlung gewisser For- 
men der Lungentuberkulose, N. Rona, Schweiz. 
med. Wehnschr., April 18, 1942, 72: 437.— 
(H. M.) 


Sulfapyridine in Pulmonary Tuberculosis.— 
A series of unselected patients suffering from 
pulmonary tuberculosis were divided into two 
groups. Alternate patients were treated with 
sulfapyridine, the untreated ones serving as 
controls. The treated cases numbered 42, the 
controls, 47. Expectorants and _ palliative 
treatment were given as required and all pa- 
tients were given a similar diet. Two patients 
in each group were treated by collapse therapy 
in addition. The patients were graded into 
three groups: mild cases, likely to become 
quiescent in less than six months, moderate 
cases unlikely to become quiescent but not 
likely to prove fatal during that period and 
eases likely to prove fatal within six months. 
It was found that cases of moderate or slight 
severity treated with sulfapyridine showed a 
higher rate of recovery, although the mortality 
rate was similar in both treated and control 
groups. Tubercle bacilli disappeared more 
frequently in the treated group but, contrary 
to expectations, pyogenic organisms were not 
affected in either group. Patients severely 
affected with the disease showed no improve- 
ment.—An Investigation into the Value of 
Sulfapyridine in the Treatment of Pulmonary 
Tuberculosis, P. Ellman, J. S. Lawrence & J. 
N. Cummings, Tubercle, December, 1941, 22: 
296 —(E. H. R.) 


Bronchoscopy.—This report is based on 219 
bronchoscopies done during the year ending 
July 1, 1941. One hundred and forty-eight 
bronchoscopies were done on 93 patients with 


pulmonary tuberculosis. Of these, 54 had 
tracheobronchitis. Sixty-two per cent of the 
far-advanced cases, 46 per cent of the minimal 
and moderately advanced cases had positive 
findings on bronchoscopy. The incidence 
among females was somewhat higher than 
among males. Only 35 per cent had definite 
symptoms of tuberculous tracheobronchitis; 
positive X-ray findings were present in 67 
per cent. The most valuable X-ray indica- 
tions were atelectasis and evidence of a par- 
tially obstructed cavity. Symptoms and/or 
X-ray evidence of tracheobronchitis were pres- 
ent in 81 per cent of the positive cases; they 
were the only findings in 22 per cent. Of the 
cases with no symptoms or X-ray evidence, 
20.5 per cent were found to be positive by 
routine bronchoscopy; the majority of them 
showed only mild bronchial lesions. In all 
but 2 of the 30 cases with bronchoscopic find- 
ings of more advanced lesions there were symp- 
toms or X-ray evidence of tracheobronchitis. 
—What Patients Should be Bronchoscoped? J. 
L. Eaton, California & West. Med., Tuber- 
culosis Supplement, July, 1942, 57: 43.— 
(G. C. L.) 


Bronchial Tuberculosis.—Bronchial  tu- 
berculosis shows improvement when large 
amounts of vitamin C are administered. In 
diffuse nonulcerative nonstenotic bronchial 
disease local treatment is not advisable. The 
pulmonary tuberculosis should be treated as 
if no bronchial lesion were present. Bronchi 
stenosed by fibrosis may be treated by dilata- 
tion. Ifa bronchial stenosis is present, pneu- 
mothorax usually does not give good results; 
thoracoplasty is preferable; lobectomy, pneu- 
monectomy or the external drainage of a tuber- 
culous cavity may be indicated. In granulo- 
ulcerative bronchial disease local treatment, 
consisting of application of from 10 to 20 per 
cent silver nitrate, should be done. Tuber- 
culin therapy seems to be of value in such 
cases. No collapse therapy should be used in 
the presence of a bronchial uleer—What Pa- 
tients Should Be Treated and by What Method? 
P. C. Samson, California & West. Med., Tu- 
berculosis Supplement, July, 1942, 57: 42.— 
(G. C. L.) 
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Pneumothorax and Barometric Pressure.— 
The authors report on roentgenographic stud- 
ies of the effects of increased and decreased 
barometric pressure on artificial pneumo- 
thorax. The desired altitude was simulated 
within a low pressure chamber capable of 
accommodating the patient and the necessary 
apparatus. As anticipated, there was con- 
siderable variation among different patients. 
A few were found whose pneumothorax did not 
expand to the degree anticipated by the appli- 
cation of Boyle’s law. In these instances it 
was possible to explain the failure of the pneu- 
mothorax to expand on the basis of thickened 
pleura, adhesions, small capacity or other 
mechanical factors. One patient underwent 
external pressures varying from two atmos- 
pheres to a half atmosphere with no visible 
differences in the roentgenograms. It was 
possible to demonstrate that the principle of 
Boyle’s law applies to closed free pneumo- 
thorax. The degree of increased pulmonary 
collapse produced by a simulated increase in 
altitude, however, may be restricted by pleural 
adhesions, by thickening of the visceral pleura 


_and by fixation of the mediastinum. The 
moderate altitudes (5,000 to 12,000 feet) com- 
monly attained by commercial passenger- 
carrying airplanes are sufficient to produce a 
pronounced increase in the size or the pressure 
of a pneumothorax, whether this is of thera- 


peutic, spontaneous or traumatic origin. The 
dangers attending fluctuations in degree of pul- 
monary collapse are increased shortly after 
refilling of a pneumothorax, when pleural ad- 
hesions are present, when disease in the col- 
lapsed lung recently has been active, when the 
patient’s vital capacity is limited or when the 
pneumothorax is unusually extensive. Physi- 
cians who care for injured persons should 
recall the possibility that traumatic pneumo- 
thorax might be present, presenting similar 
hazards if the patient is transported by air- 
plane—Dangers of Aerial Transportation to 
Persons with Pneumothorax.—Roentgeno- 
graphic Demonstration of the Effect of Decreased 
Barometric Pressure (High Altitude) and of 
Increased Barometric Pressure, W. R. Lovelace 


& H. C. Hinshaw, J. A. M. A., April 11, 
1942, 118: 1275.—(G. L. L.) 


Pneumothorax for Tuberculous Pneumonia, 
—The prognosis in tuberculous pneumonia js 
grave. A preliminary “cooling off” period of 
rest, supplemented by pneumoperitoneum js 
desirable. The length of the period of con- 
servative therapy should be determined both 
by the clinical picture and by frequent serial 
roentgen examinations. Conversion pneumo- 
thorax is contraindicated for the immediate 
treatment of the extensively involved and 
fulminant case. Fractional artificial pneumo- 
thorax may be advantageously employed in 
unilateral apical involvement. Bilateral tu- 
berculous pneumonias demand pneumoperi- 
toneum alone, if any form of collapse therapy 
is considered applicable.—Artificial Pneumo- 
thorax for Tuberculous Pneumonias, C. V. 
Mason, California & West. Med., Tuberculo- 
sis Supplement, July,1942, 57: 32.—(G. C. L.) 


Pneumothorax in Aged.—Pneumothorax 
was attempted in a group of 89 patients, vary- 
ing in age from forty-three to sixty-five. 
Cases were selected on the usual criteria for 
artificial pneumothorax, primarily unilateral, 
presence of cavity and/or positive sputum. 
Forty of these cases were in the fifth decade of 
life, 41 in the sixth decade and 8 in the seventh 
decade. All but 6 were far advanced and all 
but 10 presented cavities. A pneumothorax 
pocket was established in 62 individuals, in- 
cluding 2 bilateral cases. Attempt at pneu- 
mothorax was unsuccessful in 27 cases due to 
adhesions; in 34 individuals the pneumothorax 
was abandoned in less than one year as ineffec- 
tual. Fluid was aspirated in 15 cases; in 4 
empyema developed. Spontaneous pneumo- 
thorax occurred in 5 patients. Adhesions 
were noted in 33 cases. In 4 cases pneumo- 
nolysis was performed, in 2 of whom the pneu- 
mothorax was considered effective; in another, 
fluid followed and the space was converted 
into an oleothorax. In 20 cases the pneumo- 
thorax pocket was supplemented by a phrenic 
crush. The results in cases with pneumo 


I 
P 
01 
pe 
W 
el 
tl 
al 
be 
to 
a 

m 
Tl 
tai 
sui 
Co 
Po 
19, 
was 
All 
por 
sior 


orax 
rary- 

five. 

a for 

eral, 

tum. 

de of 
renth 
id all 
s, in- 
pneu- 
ue to 
horax 
effec- 
in 4 
pneu- 
other, 
verted 
eum0- 
hrenic 
eumo- 


ABSTRACTS 11 


thorax were approximately the same as those 
in the group in which pneumothorax had 
failed.— Pneumothoraz in the Older Age Group, 
J. D. Davis, California & West. Med., Tuber- 
culosis Supplement, July, 1942, 57: 35.— 
(G. C. L.) 


Pneumothorax for Minimal Tuberculosis.— 
A patient in whom acute minimal tuberculosis 
has been diagnosed should be put on absolute 
bed-rest. Absorption or fibrosis of the lesion 
may take place. However, if there is progres- 
sion, if the sputum is positive, if there is X-ray 
evidence of beginning breakdown, pneumo- 
thorax should be induced. Pneumothorax is 
also advisable in cases where a shorter period 
of hospitalization is desired, and in non- 
codperative patients.—Pneumothorax in the 
Treatment of Acute Minimal Tuberculosis, E. 
G. Kirby, California & West. Med., Tubercu- 
losis Supplement, July, 1942, 57: 35.— 
(G. C. L.) 


Effects of War on Pneumothorax-treated 
Patients.—The study is based on observations 
on 33 patients treated in a tuberculosis dis- 
pensary during the first eighteen months of the 
war. No appreciable change was found in the 
clinical condition of these patients, although 
there was a tendency towards loss of weight 
and failure to gain weight. This could not 
be ascribed to any deficiency in diet but rather 
to a combination of extrinsic factors, such as 
anxiety and excitement resulting from the 
military situation and aerial activity with its 
invariable accompaniment of loss of sleep. 
The writer stresses the importance of main- 
taining effective collapse therapy for every 
suitable case—A Study on the Effects of War 
Conditions on a Group of Pneumothoraz-treated 
Patients, F. Kellermann, Tubercle, September, 
1941, 22: 212.—(E. H. R.) 


Pneumonolysis.—In 38 cases thoracoscopy 
was done between the years 1936 and 1939. 
All adhesions were cut in 18 cases, the major 
portion of the adhesions in 18 cases, no adhe- 
sions could be cut in 2 cases. Thirteen cases 


(34.2 per cent) are apparently cured, 21 cases 
(55.2 per cent) are arrested, one each (2.6 per 
cent) is apparently arrested, quiescent, im- 
proved and dead. In 27 of these cases the 
pneumonolysis was done within the first twelve 
months of pneumothorax. The sputum was 
converted in 34 cases. Complications were: 
obliterative pleuritis in one patient, Staphylo- 
coccus aureus empyema in one patient, slight 
subcutaneous emphysema in the majority of 
the patients, slight pleural effusion in 20 pa- 
tients, tuberculous effusion many months after 
the pneumonolysis in 3 patients.—Surgical 
Aspects of Pleural Adhesions, J. C. Jones, 
California & West. Med., Tuberculosis Sup- 
plement, July, 1942, 57: 29.—(G. C. L.) 


Pleural Effusions.—Forty-one patients with 
pleural effusion complicating artificial pneu- 
mothorax were observed. Sixty per cent of 
the effusions developed within the first six 
months of pneumothorax therapy. All but 
one had mechanically unsatisfactory collapse. 
At the onset all effusions were serous; 33 per 
cent became purulent subsequently. All pa- 
tients were treated by frequent aspirations and 
most of those with purulent fluid also by intra- 
pleural instillation of neoprontosil. The pneu- 
mothorax was maintained in about one-half 
of the patients. Cavity closure and sputum 
conversion was obtained in over three-fourths 
of the cases and the disease was arrested or 
apparently arrested in more than half of the 
cases. In order to reduce the incidence of 
tuberculous empyema in artificial pneumo- 
thorax it is suggested: (1) to discontinue in- 
effective pneumothoraces as soon as the 
ineffectiveness of complementary collapse 
measures has been demonstrated and (2) to 
treat serous effusions of 100 cc. or more by 
frequent aspirations.— Pleural Effusions Com- 
plicating Pneumothorax, J. Goorwitch, Cali- 
fornia & West. Med., Tuberculosis Supplement, 
July, 1942, 57: 38.—(G. C. L.) 


Ether Anaesthesia in Pulmonary Tubercu- 
losis.—Some prejudice exists against the use 
of ether anaesthesia for operations on tubercu- 
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lous patients. On examination, published 
statements do not appear to be founded on 
study and careful record keeping; casual opin- 
ion appears to have served as the basis for 
many of the statements voiced against ether. 
Three groups of workers have in the past at- 
tacked the problem experimentally. Not one 
was able to substantiate the prejudice against 
the use of ether anaesthesia for operations on 
the tuberculous. Most of the prejudicial ar- 
ticles were written from one to three decades 
ago and were based on observations of ‘‘open 
cone” or “open drop” ether administration. 
Since, as far as the authors have been able to 
find, no extensive clinical study of this problem 
has been carried out, they have for more than 
five years been using closed ether anaesthesia 
(with carbon dioxide) in operations on patients 
undergoing surgical treatment for pulmonary 
tuberculosis. Reported data include all cases, 
favorable and unfavorable. The results for 
more than five years are such as to compare 
favorably with those from other clinicswhere 
ether is used either not at all or rarely. It is 
important to choose an anaesthetic agent 
which depresses vagal activity when thoracic 
surgery is contemplated. Ether excels other 
agents studied in this regard. Several of the 
newer anaesthetic agents appear to have a 
death rate in general surgery two or three 
times higher than is the case with ether. The 
excellent tolerance of the very sick patient for 
ether anaesthesia as well as the low death rate 
attributable to this agent are well established. 
—Ether Anesthesia in the Presence of Pul- 
monary Tuberculosis, H. K. Beecher & R. 
Adams, J. A. M. A., April 4, 1942, 118: 
1204.—(G. L. L.) 


Revision Operations with Muscle Plomb- 
age.—Insufficient operation, too long inter- 
vals between the single stages and inability of 
the lung to collapse are the commonest causes 
of the persistent cavities which render a sec- 
ondary thoracoplasty necessary. The more 
radical the primary operation, the more diffi- 
cult it is to find suitable points for applying 
the secondary thoracoplasty. Instead of re- 
newed resection of regenerated ribs the author 


recommends apicolysis (first stage with poste. 
rior approach) and shutting of the apicolysis 
cavity with the sternocostal part of the pec- 
toralis major (second stage, anterior ap- 
proach). In this way the pectoralis flap is 
stitched down toward the neighborhood of the 
transverse processes and thus a stiff wall is 
formed in a sagittal direction from the sternum 
to the costovertebral angle, compressing the 
cavity and preventing its reopening. De- 
tailed reports of successful cases.—Uber Kor- 
rektionsplastik bet Restkavernen, O. Hultén, 
Acta chir. Scandinav., March, 1942, 86: 315. 
—(R. K.) 


Lobectomy.—Four lobectomies with no 
deaths were done for the following indications: 
(1) haemorrhage with suspicion of malignancy, 
(2) positive sputum from atelectatic upper 
lobe, following thoracoplasty, (3) large upper 
lobe cavity following a three-stage thoraco- 
plasty and (4) cavity remaining open after a 
three-stage and anterior thoracoplasty.—Indi- 
cations for Lobectomy in Tuberculosis, Jane 
Skillen, California & West. Med., Tuberculosis 
Supplement, July, 1942, 57: 40.—(G. C. L.) 


Hospital Infection in Infants.—In a small 
city near Boston two young infants died of 
miliary tuberculosis whose family history was 
negative for Koch infection. Because these 
two infants were born within one month of 
each other in the same maternity hospital, an 
investigation started among the hospital per- 
sonnel. A nursery nurse was found who, al- 
though she had a negative chest X-ray film 
three years prior to this investigation, when 
she was a student nurse, now showed a second 
stage upper lobe tuberculosis with tubercle 
bacilli in her sputum and cough of six months 
duration. During the ten months she was 
employed as a nursery nurse she took care of 
506 newborns; 426 of these were tuberculin 
tested; 26, or 6.1 per cent, of them showed a 
positive test. The average age of the infants 
when Mantoux tested was eight months. The 
6.1 per cent positive reactor rate represents 
three times the reactor rate of the well-Baby 
Clinic population of the same city at a mean 
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age of two and a half years. Of the 26 reac- 
tors, 2 died of miliary tuberculosis, 2 had 
active pulmonary tuberculosis, one active 
tracheobronchial lymph node tuberculosis 
without symptoms. It was interesting to 
note that the tuberculous nurse who most 
likely infected all these children wore a mask 
whenever she handled the newborns. This 
hospital outbreak shows: (1) that it is easy 
to infect newborns with tuberculosis; (2) that 
wearing a mask is not an absolute protection 
against tuberculous infection; (3) that tuber- 
culous infection in the newborn has a high 
morbidity and mortality rate; (4) that nurses 
should be periodically re- X-rayed.—An Out- 
break of Tuberculosis in Infants Due to Hos- 
pital Infection, A. S. Pope, J. Pediat., March, 
1942, 20: 297—(C. K.) 


X-ray Diagnosis of Primary Tuberculosis.— 
The first roentgen findings of the very early 
primary lesion, found in the majority of cases, 
consists of a small area of consolidation in the 
parenchyma. The most common location is 
at the middle or basal portions of either lung, 
but they may also be found at the apices. 


The parenchymal lesion is not by itself diag- 
nostic, but when parenchymal infiltration is 
found with the regional lymph nodes definitely 
enlarged, a diagnosis can usually be made. 
More often the parenchymal infiltration has 
disappeared at the time of the roentgen exami- 
nation and only a lymph node enlargement is 


found. There are a few pulmonary diseases 
which may produce similar roentgen findings. 
This often happens in bronchopneumonia in 
children. However, the lymph nodes occa- 
sionally visualized with a pneumonic process 
are much smaller than those found in the 
primary infection of tuberculosis. If re- 
examined in a week or ten days, one will find 
that the pneumonic process has either cleared 
or formed an abscess, and the lymph node 
enlargement will usually disappear at the same 
time. Hodgkin’s disease is often more diffi- 
cult to differentiate when the only roentgen 
evidence consists of lymph node enlargement. 
In Hodgkin’s disease the lymph node enlarge- 
ment is commonly bilateral and of nearly equal 


extent on the two sides. Few laboratory 
tests are of much value in differentiating the 
two conditions. Reéxamination with the 
roentgen ray is more informative, because in 
Hodgkin’s disease there is often rapid exten- 
sion and the tuberculous nodes commonly 
become smaller or retrogress. Lung abscesses 
are quite common in children and on a roent- 
genogram may resemble primary tuberculosis. 
Lymph node enlargement is generally lacking 
in an abscess. If there is an opportunity to 
obtain serial roentgenograms, the lung abscess 
will excavate in a very short time. Leuco- 
cytosis will frequently be found in an abscess. 
Cystic degeneration occurs in the child as well 
as in the adult, but it ordinarily resembles 
fibrosis from a healed tuberculous process 
rather than an active primary infection. The 
outstanding roentgen finding is localized or 
generalized fibrosis with areas of rarefaction, 
sometimes resembling excavations. There is 
rarely any lymph node enlargement. The 
diagnosis can generally be arrived at by instill- 
ing iodized oil. The most common cause of 
haemoptysis in the child and young adult is 
bronchiectasis, and for this reason many cases 
are reported for roentgen examination. In 
bronchiectasis the X-ray findings are nearly 
always at the base of either lung. Ordinarily 
the appearance is a scattered mottling with 
very small areas of consolidation. Bronchi- 
ectasis is usually not associated with any 
lymph node enlargement. An instillation of 
iodized oil will nearly always establish the 
diagnosis. It is not uncommon to find that 
the lymph nodes in a primary tuberculous 
infection compress a main stem bronchus to 
the point of occlusion and cause a considerable 
area of atelectasis. Bronchoscopic examina- 
tion will often give positive information and 
may lead to removal of the obstruction and 
reéstablishment of aeration through the atelec- 
tatic area.—Roentgen Diagnosis of the Primary 
Infection Tuberculosis, C. C. Birkelo, J. A. 
M. A., January 31, 1942, 118: 350.—(G. L. L.) 


Diphtheria Anatoxin and Tuberculosis.— 
An account is given of ten years’ experience 
in preventing diphtheria in a sanatorium for 
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tuberculous children, the Amsterdamsch Kin- 
dersanatorium Hoog Blaricum. Mere isola- 
tion cannot suffice in semi-closed children 
homes. From 62 cases of diphtheria that 
occurred at Hoog-Blaricum, 45 originated in 
another ward as their preceding case. There 
was strong indication that the infection was 
carried in by new-comers, visitors or nurses 
and not by direct contact from one patient 
to another. This brought the author to 
active immunization, though this method has 
many drawbacks. The observations were 
based on 631 patients with 1,599 injections. 
The number of exacerbations in connection to 
anatoxine (2,3-4,9%) was more than two 
times the percentage of spontaneous exacerba- 
tions; the latter observations were based on 
488 control patients. An elaborate report is 
given of a statistical inquiry of the influence of 
anatoxin injections on the susceptibility to 
intercurrent infections of the throat and the 
upper respiratory tract. In connection to the 
advantages, failures and dangers of the dif- 
ferent methods of prevention, conclusions are 
drawn about the best rules to be followed in 
practice. These are: (1) to limit the active 
‘ immunization to Schick-positive children; 
(2) to isolate the patients as long as they are 
under anatoxin treatment; (3) to isolate as 
rule: all patients with diphtheria and perma- 
nent carriers in case of positive virulence test. 
Immunization before admission would exempt 
the sanatorium of some of its troubles, but 
would not prevent the patients from exacerba- 
tions.—Diphtheria, Anatoxine and Tubercu- 
losis, G. J. Huét, Acta paediat., September, 
1941, 29: 75.—(R. K.) 


Primary Tuberculosis of Skin.—A four year 
old colored boy sustained an insignificant abra- 
sion of the skin of the right knee. The wound 
failed to heal, suppuration and superficial 
ulceration followed. Two weeks after the 
abrasion of the knee one right inguinal and one 
right femoral lymph node became enlarged and 
fluctuant and finally both abscesses ruptured 
spontaneously and two draining sinuses en- 
sued. It was said that one year prior to the 
injury of the knee the patient had a negative 


tuberculin test. The boy was seen four 
months after the appearance of the skin abra- 
sion. At this time the child’s tuberculin test 
was positive to the first strength of PPD, the 
lesion on the knee was typical of tuberculosis 
verrucosa cutis and two lymph nodes in the 
homolateral inguinal and femoral regions were 
discharging. The rest of the physical exami- 
nation including laboratory tests and chest 
roentgenograms were negative. The boy had 
a negative family and developmental history. 
Biopsy from the skin and lymph nodes showed 
tubercle formations with the presence of lym- 
phocytic infiltration, epithelioid and giant 
cells but with the absence of caseation. Cul- 
tures failed to show sporotrichium, blasto- 
myces, actinomyces or tubercle bacilli. The 
diagnosis of tuberculosis verrucosa culis and 
tuberculosis of the regional lymph nodes was 
made and roentgen ray treatment of all lesions 
was started. After four months of treatment 
the two fistulae in the groin closed; however 
fourteen months after the onset of the disease 
which was the last time the patient was seen, 
the skin lesion showed continuous slow prog- 
ress. The author seems to be aware of the 
incompatibilities of certain features of the 
case. The histological examinations of both 
the skin and the lymph node lesions were more 
typical for sarcoid (Boeck) than for ordinary 
tuberculosis. The clinical picture of the skin 
lesion suggested tuberculosis verrucosa cutis. 
The breaking down of the tuberculous regional 
lymph nodes was characteristic of primary 
tuberculosis of the skin. Therefore, it is hard 
to say whether they are dealing with primary 
inoculation tuberculosis or tuberculosis ver- 
rucosa cutis with coexisting inguinal and 
femoral lymph node tuberculosis or with an 
unusual case of sarcoid (Boeck). According 
to most phthisiologists, tuberculosis verrucosa 
cutis is not representing the primary but the 
tertiary stage of the disease. Lymphadenitis 
in sarcoid (Boeck) is ordinarily generalized 
and not regional to the skin lesion and it does 
not lead to abscess and fistula formation.— 
Primary Inoculation Tuberculosis of the Skin, 
R. B. Scott, Am. J. Dis. Child., September, 
1941, 62: 596.—(C. K.) 
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Tuberculosis of Vulva.—Tuberculosis of the 
vulva is very rare. Symptoms and signs may 
be identical with those of carcinoma of the 
vulva. In a forty-four year old woman an 
ulceration of the labia was seen and the diagno- 
sis of carcinoma of the vulva was made. 
Biopsy revealed tuberculosis. The patient 
had never had tuberculosis and X-ray exami- 
nation of the lung showed no tuberculosis. A 
complete vulvectomy was done and the patient 
is free from discomfort two and one-half years 
after the operation Tuberculosis of the 
Vulva, W. Barrow & E. S. Maxwell, Am. J. 
Obst. & Gynec., July, 1942, 44: 145.— 
(G. C. L.) 


Tuberculous Bacilluria.— Whether the pres- 
ence of tubercle bacilli in the urine signifies 
tuberculosis of the kidney is still a much dis- 
puted point. Some investigators maintain 
that tubercle bacilli may be excreted from the 
blood stream by a normal kidney without a 
tuberculous lesion. In an attempt to evaluate 
the significance of the finding of tubercle 
bacilli in the urine the authors present a study 
of collected data over a period of ten years. 
During this period, 287 patients with clinically 
active pulmonary tuberculosis and 112 pa- 
tients without evidence of pulmonary tuber- 
culosis were investigated. In this series 634 
guinea pig inoculations of sediment from 
twenty-four-hour samples of urine were done. 
To complete the study a twenty-four hour 
specimen of urine was examined once a month 
for six months on 76 patients with moderately 
and far advanced stages of tuberculosis in the 
hospital, and 440 additional consecutive 
guinea pig inoculations were done in this 
group. There were 5 patients with tubercu- 
lous bacilluria in this group. In the en- 
tire group of 287 tuberculous patients, 
22 (7.7 per cent) showed tubercle bacilli 
in the urine. Of these 17 (77 per cent) 
had no clinical symptoms suggestive of renal 
tuberculosis. In the group of 112 patients 
,Without clinical evidence of pulmonary tuber- 
culosis, 11 cases of bacilluria were observed. 
Sixty-five patients had normal chest roent- 
genograms, and 8 of these had tubercle bacilli 


in the urine. Leucocytes and erythrocytes in 
urinary sediment need not indicate the pres- 
ence of tubercle bacilli. It is, however, wise 
to test for the presence of tubercle bacilli in 
cases in which these cells are consistently pres- 
ent. The presence of tubercle bacilli in the 
urine does not indicate that progressive renal 
tuberculosis will inevitably follow. Surgical 
intervention should therefore be delayed until 
such time as progressive renal destruction has 
been proved. Tubercle bacilli are not com- 
monly found in the urine, even in cases of far 
advanced pulmonary tuberculosis and may be 
demonstrated repeatedly in some cases in 
which tuberculous infection has not been sus- 
pected. From the experience of the authors, 
the concept that small tuberculous lesions do 
completely heal in the kidney, as well as in 
other body tissues, is tenable. On this prem- 
ise they believe that patients showing tubercle 
bacilli in the urine in the absence of other 
lesions of the urogenital tract and without 
clinical evidence of renal involvement, present 
tuberculosis of the kidney.—T'uberculous Ba- 
cilluria: A Ten Year Study, W. H. Ordway & 
E. M. Medlar, J. A. M. A., July 18, 1942, 
119; 937.—(G. L. L.) 


Cystic Tuberculosis of Bone.—Osteitis tu- 
berculosa multiplex cystoides is rarer in children 


than in adults. Only 14 case reports were 
found in the medical literature. The present 
case is a sixteen month old colored boy who 
was struck on the forehead the day before 
admission to the Swedish Hospital in Brook- 
lyn. Physical examination revealed an infant 
who did not appear ill and showed a lemon- 
sized mass just above the right supra-orbital 
ridge. The lateral half of the mass seemed 
fluctuant and the medial half was hard as 
though the frontal bone was elevated at that 
point. Roentgen examination of the right 
orbital region showed a sclerosing area with 
central rarefaction about the oribit. Biopsy 
revealed areas resembling caseous necrosis 
with many Langhan’s giant cells, polynuclear, 
round, plasma and epithelioid cells. The 
tuberculin test was strongly positive. Eryth- 
rocyte sedimentation rate was 24 mm. in one 
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hour. Guinea pig inoculation from the biopsy 
material was negative for tuberculosis. In 
the course of study, two additional rarefied 
areas were found on roentgenograms in the 
upper third of the left humerus and one at the 
occipito-parietal region. The biopsy of the 
lesions in the humerus was the same as the 
biopsy of the frontal bone. The mediastinum 
was markedly widened. During the observa- 
tion time the temperature ranged from 98° to 
104°F. with afebrile periods for as long as two 
weeks. Five months later, bilateral acute 
purulent otitis media developed which in two 
months led to mastoiditis. Mastoidectomy 
was performed. The biopsy specimen of the 
mastoid bone yielded sterile culture but was 
histologically suggestive of tuberculosis. 
Shortly thereafter typical Pott’s disease 
started with destruction of the third, fourth 
and fifth dorsal vertebrae. In spite of the 
lack of bacteriological evidence of tuberculosis 
and the failure of finding the tuberculous 
source case in the home of this colored infant, 
the course of events make it very probable 
that the correct diagnosis was: (1) osteitis 
tuberculosa multiplex cystoides; (2) mediastinal 
lymphoglandular tuberculosis; (3) Pott’s dis- 
ease; (4) mastoiditis probably of tuberculous 
origin.—Osteitis Tuberculosa Multiplex Cys- 
toides in Children, J. A. Monfort & N. H. 
Solomon, Am. J. Dis. Child., February, 1942, 
63: 346 —(C. K.) 


Tuberculosis of Salivary Glands.—The 
rarity of this localization is attributed by some 
to relatively alkaline tissue reaction. Others 
believe there are other biological factors re- 
sponsible. Stubenrauch, in 1894, published 
the first case of parotid tuberculosis. This is 
the gland most frequently affected; the infec- 
tion is usually unilateral and more often on the 
right. Pluriglandular involvement is next in 
frequency. Submaxillary gland tuberculosis 
is rare and sublingual, extremely rare. Ex- 
perimentally, it is possible to produce infection 
through the blood stream or lymphatics or by 
the canalicular route. Infection may also 
occur by direct extension. Miliary, nodular, 
abscess-forming, or productive lesions may 


occur. The clinical diagnosis is difficult to 
make. Fistulae are suggestive. In the dif- 
fuse productive forms intermittent pain oc- 
curs. At times parotid involvement is accom- 
panied by facial nerve paralysis. Two cases 
are reported, the first in a woman of fifty-five 
years in whom a swelling had been present 
below the right ear for two years. Later a 
second small swelling appeared in front of the 
right sternomastoid. Operative excision re- 
vealed a tuberculous nodule of the parotid 
with a caseating lymph node below it. No 
other tuberculous foci were demonstrated. 
The second case occurred in a man of forty- 
seven years, in whom autopsy showed multiple 
foci of tuberculosis including the spine, one 
rib, lungs and pleura and spleen. The right 
parotid showed extensive caseation and ab- 
scesses, the process extending to the temporo- 
mandibular joint. The left parotid showed 
multiple caseous nodules. Both submaxillary 
glands were the seat of abscesses with caseous 
walls and fistulae to the surface. The duct 
openings were all normal. In both cases, tu- 
bercle bacilli were demonstrated in the lesions. 
—Tuberculosis de las gléndulas salivares, D. 
Vivoli, A. Gallo, J. J. Pozzo & W. D’ Amato, 
An. catedra de pat. y clin. de tuberc., June, 
1941, 3: 78.—(H. B.S.) 


Sarcoid Reaction.—A fifty-six year old 
woman with Schaumann’s disease, which was 
proven by biopsy of the tonsils, received an 
intracutaneous injection of 0.2 cc. BCG into 
her thigh. After one month a small redness 
appeared at the site of the injection, after two 
months an infiltration measuring 15 x 28 mm. 


was seen. Five months after the inoculation 
the skin lesion looked exactly like Boeck’s 
sarcoid. The diagnosis was confirmed by 
microscopic examination of an excised portion 
of the lesion. The lesion remained unchanged 
for nine months, then regressed slowly. A 
year and a half after the inoculation only a few 
brownish spots with some teleangiectases 
around a depressed scar could be seen. The 
Mantoux test was negative before the inocula- . 
tion and remained so after the inoculation. 
Among several hundred BCG inoculations this 
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was the only one which resulted in the develop- 
ment of Boeck’s sarcoid.—Development of 
Boeck’s Sarcoid at the Place on the Skin Where 
a BCG Vaccination Had Been Made in a 
Case of Schaumann’s Disease, R. Lemming, 
Acta med. Scandinav., 1942, fasc. II-III, 110: 
151.—(G. C. L.) 


Tuberculin Reaction in Immunized Guinea 
Pigs.—In guinea pigs which had been immu- 
nized by means of a paraffin-tuberculosis vac- 
cine, intracutaneous tuberculin tests with Old 
Tuberculin were performed and _ histological 
examinations of the site of the tuberculin reac- 
tion were done. In two other series of experi- 
ments the Arthus phenomenon was produced: 
(1) by intracutaneous injection of the specific 
allergen into animals which had been sensitized 
by subcutaneous injection of the same allergen, 
(2) by intracutaneous injection of the specific 
allergen into animals in which by frequent 
inhalation of the antigen in a fine spray asth- 
matic attacks had been brought about. 
Clinical course and histological findings of 
tuberculin skin reaction, which is a typical 


allergic reaction, and of the Arthus phenome- 
non, a skin reaction in non-bacterial allergies, 


were identical. The animals of the last group 
which had been under a more permanent anti- 
gen influence reacted more intensively to the 
intracutaneous allergen injection. A group of 
rabbits was given intramuscular injections of 
serum won from ducks which had received 
injections of rabbit muscles. At the site of 
the serum injection degeneration and necrosis 
of muscle fibres and the development of granu- 
lomatous tissue was observed, in spite of the 
fact that the animals had not been sensitized. 
A group of guinea pigs which had been immu- 
nized by the injection of paraffin-tuberculosis 
vaccine did not react to tuberculin tw6 years 
after the immunization had been performed. 
Forty-eight hours after the intramuscular in- 
jection of dead Gaertner-bacilli the animals 
reacted again to tuberculin. This so-called 
anamnestic reaction in tuberculosis is another 
reason to believe that tuberculosis allergy and 
non-bacterial allergies are identical.—Weitere 
Beitrdge wiber die biologischen Eigenschaften 


des Tuberkulins. II. Untersuchungen 
die Tuberkulin- Hautreaktion, P. Kallés, Acta 
med. Scandinav., 1942, fasc. V-VI, 109: 574. 
—(G. C. L.) 


Tuberculin Patch Test.—In 389 individuals 
tuberculin patch tests and Mantoux tests were 
done. Of 255 children, 60 reacted to both 
tests; one gave a positive patch test and a 
negative Mantoux test; 5 gave a negative 
patch test and a positive Mantoux test. Of 
134 adults, 67 reacted to both tests; one gave 
a positive patch test and a negative Mantoux 
test; 16 gave a negative patch test and a posi- 
tive Mantoux test. The poorer results of the 
patch test in adults compared to those in chil- 
dren are believed to be due to the greater thick- 
ness of the skin in adults. In addition to that, 
the reading of positive reactions of the patch 
test is more difficult than that of the Mantoux 
test.—A Comparison of the Tuberculin Patch 
Test with the Mantoux Test, H. J. Brock & F. 
T. Schnatz, New York State J. Med., July 1, 
1942, 42: 1241. —(G. C. L.) 


Tuberculin Patch Test.—The authors chose 
18 variations of the technique of the Vollmer 
patch test and tried them on 51 tuberculin 
positive children. They found that autoclav- 
ing and incubation of the patches decreased 
the efficiency of the test. However, they did 
not observe any appreciable decrease in the 
degree of reaction of the children when the 
following departures from the standard tech- 
nique of the Vollmer patch testing were done: 
(1) the skin was not cleansed before applying 
the patches; (2) alcohol was used for cleansing; 
(3) the patches were exposed to ultraviolet 
radiation for fifteen minutes; (4) the patches 
were removed from the cellophane wrappers 
and exposed to the air of the room for one 
month; (5) alcohol was dropped on the tuber- 
culin squares two to four times and allowed to 
dry; (6) the patches were dipped in alcohol, 
immediately removed and dried or left in alco- 
hol for one hour; (7) the patches were dipped 
in water or acetone up to one hour. [The fact 
that the authors claim that the skin reactions 
were visible for two to twenty weeks and 
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thermal and constitutional reactions occurred 
in 8 per cent of the cases seems to indicate that 
the group studied consisted of highly allergic 
children to tuberculin. Therefore, the con- 
clusion that the Vollmer patch test was very 
stable except for heat must be accepted with 
reservation.]|—Tuberculin Patch Test. Study 
of Effect of Variation of Normal Procedures, 
J. Schwartzman, D. Dragutsky & G. Rook, J. 
Pediat., January, 1942, 20: 50—(C. K.) 


Disappearance of Tuberculin Reaction.— 
Forty-two children who suffered from asthma, 
eczema, and other allergies, or showed delayed 
development became negative to tuberculin 
during the time they were being treated with a 
high protein, high fat and low carbohydrate 
diet, regulated exercise and a potent extract 
of adrenal cortex. It is believed that the 
treatment decreased the permeability of the 
tissues and in this way lowered their sensitiza- 
tion —Disappearance of the Tuberculin Reac- 
tion in Children under Treatment for Various 
Allergies, F. M. Pottenger, Jr. & F. M. Pot- 
tenger, California & West. Med., Tuberculosis 


Supplement, July, 1942, §7: 47—(G. C. L.) 


Tuberculin and Anaphylactic Shock.—Non- 
tuberculous guinea pigs which had been sensi- 
tized by injection of rabbit serum died after 
intracardiac injection of 0.05 cc. of rabbit 
serum from acute anaphylactic shock. The 
uterine horns which had been removed before 
the intracardiac injection showed contractions 
after they had been brought in contact with 
0.1 cc. of rabbit serum. The uterine horns 
which had been removed after the shock death 
of the animals did not show any contraction 
after the contact with rabbit serum. Of 10 
tuberculous guinea pigs who were sensitized 
with rabbit serum none died from acute shock 
after intracardiac injection of 0.2 cc. of rabbit 
serum. The uterine horn removed before the 
intracardiac injection as well as the uterine 
horn removed after the intracardiac injection 
reacted with contraction when brought in 
contact with rabbit serum. The protection 
against the shock increases with the degree of 
the tuberculosis infection. It is believed that 


the tuberculosis infection brings about an in- 
crease and an activation of the reticulo-endo- 
thelial system so that large amounts of injected 
antigen are stored there and do not get in 
contact with the shock organs. The so-called 
tuberculin shock is caused by the same mecha- 
nism. If the reticulo-endothelial system was 
damaged by intravenous injection of electro- 
colloidal copper the protection against shock 
was abolished—Weitere Beitrdge iiber die 
biologischen Eigenschaften des Tuberkulins. I. 
Untersuchungen iiber den anaphylaktischen 
Schock bei tuberkulésen Tieren und iiber die 
Tuberkulin-Allgemeinreaktion, P. Kallés, Acta 
med. Scandinav., 1941, fasc. I-II, 109: 115. 
—(G. C. L.) 


Allergy, Anaphylaxis and Immunity in Tu- 
berculosis.—Natural BCG tuberculoprotein is 
slowly liberated in synthetic nonprotein me- 
dium after cessation of bacterial growth; its 
concentration is directly proportional to bac- 
terial autolysis. It possesses high tuberculin 
activity and is relatively non-toxic for normal 
animals. It does not immunize against viru- 
lent tuberculous infection. It sensitizes 
guinea pigs but not rabbits to fatal anaphylac- 
tic shock with the specific antigen; a minute 
dose of 0.000,9 mg. natural BCG tuberculo- 
protein injected intracutaneously suffices to 
render guinea pigs anaphylactically sensitive. 
Serum from BCG tuberculoprotein anaphylac- 
tic animals is capable of sensitizing normal 
animals passively provided it contains specific 
precipitin; BCG tuberculoprotein snaphylac- 
tic female guinea pigs give birth to ana- 
phylactically sensitive offspring. Natural 
BCG tuberculoprotein fails to sensitize guinea 
pigs allergically toward tuberculin. True bac- 
terial anaphylaxis supervenes on allergic hy- 
persensitiveness late in experimental tuber- 
culous infection and is concomitant with the 
appearance of specific precipitin in the circu- 
lation. Passive transfer to normal animals of 
true bacterial anaphylaxis is possible while 
such transfer of allergic hypersensitiveness is 
not possible. Abolition of tuberculo-ana- 
vhylactic sensitization by specific desensitiza- 
tion (non-fatal anaphylactic shock) fails to 


ren 
Ab 
nes 
ren 
be 
the 
tu 
nit 
all 
bo 
pro 
dif 
ing 
(br 
alle 
Th 
sho 
ent 
cia 
An 
Tu 
nav 
Tw 
BC 
gro 
of 
cin 
(c) 
Ha 
gro 
an 
les, 
tot, 
an 
bel 
wee 
no 
phi 
ma 
the 
gro 
mo 
(a) 
tro 
(a) 
in 


ABSTRACTS 19 


remove tuberculo-allergic hypersensitiveness. 
Abolition of tuberculo-allergic hypersensitive- 
ness by tuberculin desensitization fails to 
remove tuberculo-immunity and the latter can 
be developed without the former. It appears 
that the specific antibodies concerned in 
tuberculo-anaphylaxis and tuberculo-immu- 
nity are nonidentical and that tuberculo- 
allergy does not depend upon specific anti- 
bodies. Hence, we may conclude that the 
protective mechanism of tuberculo-immunity 
differs fundamentally from the two intoxicat- 
ing phenomena of  tuberculo-anaphylaxis 
(bronchospastic asphyxia) tuberculo- 
allergy (inflammatory-necrotizing reaction). 
These three tuberculo-biological phenomena 
should, therefore, be considered as independ- 
ent of each other and their concomitant asso- 
ciation as merely fortuitous.—Specific Allergy, 
Anaphylaxis, and Antibacterial Immunity in 
Tuberculosis, K. Birkhaug, Acta med. Scandi- 
nav., 1941, fasc. III-I1V, 109: 250.—(G. C. L.) 


Blood Cells in Experimental Tuberculosis.— 
Two groups of guinea pigs, (a) and (b), re- 
ceived an intramuscular injection of 100 mg. 
BCG-vaccine in paraffin. The guinea pigs of 
group (a) were kept desensitized by injections 
of tuberculin. Fifty-four days after the vac- 
cination both groups and a third control group 
(c) were injected with virulent tubercle bacilli. 
Haematological studies were done in each 
group. After the inoculation haemoglobin 
and erythrocytes decreased most in group (c), 
less in group (b), and least in group (a). The 
total leucocyte count increased in group (a) 
and (b); it increased in group (c) first, but fell 
below the two other groups after the seventh 
week. The percentage of neutrophiles showed 
no persistent trend. Basophiles and eosino- 
philes did not change. The lymphocytes re- 
mained stationary in group (a), decreased from 
the fifth post-inoculation week gradually in 
group (b) and rapidly in group (c). The 
monocytes were increased for a short period in 
(a), persistently in (b) and (c). The neu- 
trophile-lymphocytic ratio did not change in 
(a), increased slightly in (b) and significantly 
in (ec). The monocyte-lymphocyte ratio in- 


creased little in (a), significantly in (b) and 
more so in (c). Arneth’s immature neutro- 
phile index became highest in (c), less high in 
(b), and showed the least change in (a). The 
Crawford-Medlar leucocytic index gave in (a) 
a slightly unfavorable prognosis, in (b) a very 
unfavorable prognosis and in (c) a “still 
graver picture.” The monocyte-lymphocyte 
ratio and Crawford-Medlar’s leucocytic index 
are believed to be the best indices for the 
progress of the tuberculous infection. These 
observations confirm the opinion that tuber- 
culo-immunity persists after the abolition of 
tuberculo-allergy— Allergy and Immunity 
(Iathergy) in Experimental Tuberculosis. IX. 
Variations in the Blood Cells of Allergic, 
Iathergic (Desensitized) and Control Guinea 
Pigs during a Virulent Tuberculous Infection, 
K. Birkhaug, Acta med. Scandinav., 1942, 
fasc. II-III, 110: 201.—(G. C. L.) 


Bacteriology of Primary Foci.—Calcified 
foci in the lungs of 212 patients who had died 
of diseases other than tuberculosis were 
studied. Acid-fast bacilli on smears were 
found in 10.38 per cent of these cases, positive 
cultures in 16.53 per cent; 14 cases were posi- 
tive on smear and on culture, 21 were positive 
on culture, negative on smear, and 8 were 
positive on smear, negative on culture. Eighty 
per cent of the lesions which were younger than 
one year contained tubercle bacilli. There 
was a gradual drop with increasing age of the 
lesions and living tubercle bacilli seem to be 
rare after two years. Active tuberculosis was 
present in three cases (1.41 per cent). In 22 
cases (10.38 per cent) there was evidence of 
progress of tuberculosis around one or more of 
the calcified lesions. Twelve of these had 
positive cultures. Of 30 cases with slight or 
moderate silicosis, 10 (33.3 per cent) were 
positive for tubercle bacilli. In 12 cases (5.9 
per cent) there was evidence of exogenous 
reinfection; 7 (3.3 per cent) had “reinfection 
complexes”. In 7 cases with signs of generali- 
zation no tubercle bacilli were found. In 4.29 
per cent there were calcified focal lesions 
which proved to be not tubercles; they were 
chondromas, osteomas, lipomas, fibromas and 
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phleboliths.— Evidences of Tuberculous Infec- 
tion in People Dying of Other Causes than 
Tuberculosis, H. C. Sweany, California & 
West. Med., Tuberculosis Supplement, July, 
1942, 57: 20.—(G. C. L.) 


Congo Red Test for Amyloidosis.—The pres- 
ent modification is based on (1) rapid initial 
absorption of Congo red in the presence of 
amyloid, (2) the slow initial absorption of 
Congo red in persons without amyloidosis, (3) 
the easy demonstrability of Congo red in a 
dilution as low as 0.000,25 per cent. Two 
cubic centimeters of a 1 per cent Congo red 
solution are injected intravenously and, after 
exactly fifteen minutes, a few drops of blood 
are withdrawn from a finger into a suitable 


tube with capillary mouth (Widal tube). After 
the blood is clotted, it is centrifuged at slow 
speed and one or two drops of clear serum are 
removed with a capillary pipette and placed 
into a small white porcelain dish. One drop 
of undiluted hydrochloric acid is added with 
another capillary pipette. If the serum con- 
tains Congo red, a blue quickly fading color 
appears at the moment of mixing. This 
modification of the Congo red test for amyloi- 
dosis is simple in technique and requires only 
one instead of three venipunctures. Its reli- 
ability, which needs further testing, appears 
to be of the same degree as that of the standard 
technique.—A Simplification of Benhold’s Test 
for Amyloidosis, A. B. Cohen, J. Lab. & Clin. 
Med., April, 1942, 27: 934.—(F. G. P.) 
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